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Proper food combined with rest tends to build up resistance to the tubers aaa 
cle bacillus. In supplying the body with the necessary vitamins MILK 
plays an important role. Patients at DEVITT’S CAMP are permitted™ 
to drink as much milk as they desire though usually but four to six 

glasses are recommended. Milk is served with each meal and at 9:30 A.Miagg 
3:30 P.M., and 7:30 P.M. Only the highest grade of raw milk from 

a supervised dairy is used at the institution. Frequent tests assure the ‘ 
patient absolute protection and provide the best raw milk, rich in vita 
mins and with a low bacterial count. 
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Two physicians on duty day and night. 
Graduate nurses. 
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Editorial Comment 


INFLUENZA undoubted- 
ly has an influence ou 
the development of pul- 
monary tuberculosis. It is the general 
opinion of authorities that influenza 
prepares the terrain for the development 
of chronic catarrah and predisposes the 
organism of the patient to the develop- 
ment of the disease. Many authorities 
state that in at least 50 percent of their 
cases of pulmonary tuberculosis, the evo- 
lution of the diseases was related to an 
attack of influenza. As a rule the post- 
influenzal symptoms are so trivial that 
they are scarcely noticed at the time. 
Histories of these patients show a slow, 
but progressive loss of weight, slight 
fever in the evenings, weakness, and in- 
capacity for physical and mental work. 
Cough and other symptoms, which err- 
oneously have been considered as early 
Symptoms of pulmonary tuberculosis are 
absent. Karly diagnosis is possible, how- 
ever, in these slow progressive cases fol- 
lowing influenzal attacks, by estimating 
the symptoms given by tuberculous 
toxemia, the evaluation of which is im- 
portant in controlling further develop- 
ment of the disease. It must be remem- 
bered that many toxic symptoms of tuber- 
culosis may be present, when both the 
clinical and Roentgen examinations fail 
to prove the presence of tuberculosis. 

Cc. M. H. 


Influenza and 
Tuberculosis 


(A MONTHLY PUBLICATION) 


‘“‘The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.”’ 


Lawrason Brown, M. D. 


Bring the Lire 
up to the Flag 


THE INNOCENT invasion 
of innumerable innova- 
tions in the social and 
political application of modern medicine 
has seriously disturbed the sanctity of 
the individual medical practice. The ease 
with which doctors and their own medical 
organizations have been hoodwinked by 
so-called socially progressive movements 
now becomes alarming. It is high time 
for the medical profession to assert 
its independence and take a firm stand 
against the camouflaged invasion of var- 
ious movements into the practice of 
medicine. Cloaked with sappy sentiment 
and maudlin devotion to a chimerical 
ideal of serving humanity, many of the 
local, state, and national programs have 
actually absorbed many legalized and 
professional features of the medical pro- 
fession. These movements have stolen the 
perogatives of the practice of medicine to 
such an extent that the physician fre- 
quently becomes only the legalized symbol 


of medical practice. 


The innocence with which many of these 
social betterment programs have been 
conceived, erected, and entrenched into 
our social, civic, and professional fabric 
is worthy of cold dispassioned analysis 
by our suffering profession. It seems 
reasonable to assert that we have been 
hoodwinked into programs that are now 
about to engulf and swallow us up. 
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All of these movements and invasions 
have been so innocuously imposed that 
we serve upon their boards, aid, abet, and 
support them. We are taxed to pay for our 
own competition. 

But we alone are responsible for these 
disasters of progress. We have stood by 
and watched these movements develop. 
We have even taken a large part in their 
growth. We have helped to sprinkle them 
with sentiment and with argument; pos- 
sibly with some measurement of personal 
aggrandizement. We must assume much 
of the responsibility for the local, state, 
and national success of many of these 
movements. Likewise, we must now de- 
mand that there are certain professional 
limitations to them. Have we allowed 
these movements too much freedom and 
are they now so entrenched that they are 
outside and beyond our control? 

Surely there are more and better things 
than the present scheme of things, medi- 
cal. There are more virtues in positive, 
progressive plans than in the negative 
attitude of mere preservation of the good 
old days. Times change and we must 
adapt ourselves to the changing times, 
but there is no sense in letting those with 
no medical training run away with the 


flags of medical progress. Lring the 
line up to the flag. E. H. 8. 


Tuberculin 
in the Treatment 
of Tuberculosis 


IN spire of the fact 
that the use of tuber- 
culin and other pro- 
tein extracts of tu- 
bercle bacilli as a therapeutic measure in 
tuberculosis game into disrepute shortly 
following Koch’s announcement of its 
value, a respectable number of phthisio- 
therapists have continued its use in care- 
fully selected cases with satisfactory re- 
sults. 

Like many other therapeutic measures 
its discovery and announcement were 
hailed with much enthusiasm and its adop- 
tion by a profession which was feverishly 
waiting for some remedy which would 
quickly cure tuberculosis was universal. 

Men who knew little of the pathology of 
tuberculosis began its administration in 
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all classes of cases, and in all stages of the 
disease. Little attention was paid to the 
individual characteristics of the patient, 
or to the regulation of dosage according to 
the reactions which were obtaned in its 
administration. On the other hand, the 
same suggested schedule of dosage was 
apparently used in every individual to 
whom the treatment was administered. As 
a natural result much damage was done 
and the use of tuberculin as a remedial 
agent was strongly condemned. 

A small number of physicians, however, 
probably because they were more obsery- 
ant and more conservative in its use than 
the rank and file, continued to use it in 
carefully selected cases and with proper 
caution, and they have observed favor. 
able results. 

The manner in which tuberculin brings 
about the results which have undoubtedly 
been obtained, we believe, is not yet thor- 
oughly understood. 

Doubtless, allergy plays some part in it, 
but that subject is too exhaustive to dis- 
cuss in detail. It is likely, too, that there 
is some effect upon the cellular content of 
the blood which increases the patient's 
immunity. 

The most spectacular and satisfactory 
therapeutic results have been secured in 
the treatment of tuberculosis in the eye. 
This is probably due to the fact that the 
dosage can be more satisfactorily regu f 
lated as a result of the ability to observe 
ihe focal reaction in the eye. 

The clinician, in collaboration with the 
eye specialist, can treat these cases more 
intelligently than where the infection is 
elsewhere in the body. 

There are two types of chest cases in 
which good results have been obtained: 

1. The patient with the very early le 
sion where there is little evidence of toxe 
mia. 

2. The patient in whom the disease has 
been present for a long period, but where f 
there is little destruction of tissue, and f 
there has been some improvement, but the 
disease is apparently stationary. 

It must be remembered that tuberculo- 
sis is a disease which progresses very 
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slowly either way, and therefore rapid or 
spectacular results should not be expected 
from any method of treatment. 

It is our Opinion, based upon years of 
experience, that if patients are properly 
selected, and due care is used in adapting 
the treatment to the individual, and one 
does not follow any so-called schedule of 
dosage, good results will be obtained with 
the use of tuberculin. RK. B. H., SR. 


Rocky Mountain THE SECOND bi-annual 
Tuberculosis meeting of the Rocky 
Conference Mountain Tuberculo- 


sis Conference will be 
held this year at Albuquerque, New 
Mexico on September 28th and 29th. This 
Conference was organized on June 8th, 
1932 at the annual meeting of the Nat- 
ional Tuberculosis Association held at 
Colorado Springs, Colorado, that year. 
The first clinical and socivlogical pro- 
gram was presented at Colorado Springs 
in 1934. More than Five Hundred physi- 
cians and others interested in tubercu- 
losis attended the Colorado Springs meet- 
ing and the committee anticipates a larg- 
er attendance at the Albuquerque meet- 
ing this year. 

Dr. LeRoy 8. Peters of Albuquerque 
is the President of the Organization, Dr. 
H. J. Corper of Denver is the Vice-Presi- 
dent, and Dr. Arnold Minnig of Denver 
is the Secretary-Treasurer. Dr. Chas. W. 
Mills of Tucson is the Chairman of the 
Clinical Section of the meeting and Miss 
Helen L. Burke, Executive Secretary of 
the Colorado Tuberculosis Association, is 
in charge of the Sociological Section. 

Members of the State Program Com- 
mittee are: Drs. Charles O. Giese, Colo- 
rado Springs, Colorado; Robert O. Brown, 
Santa Ie, New Mexico; Samuel H. Wat- 
son, Tucson, Arizona; H. R. Kanable, 
Basin, Wyoming; John F. Allen, Omaha, 
Nebraska; Ralph C. Matson, Portland, 
Oregon; Munford Smith, Los Angeles, 
California; Philipp Schonwald, Seattle, 
Washington; Lewis J. Moorman, Okla- 
homa City, Oklahoma; Fannie Dunn 


Quain, Bismark, North Dakota; O. F. 
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Swindell, Boise, Idaho; and Robert Bb. 
Homan, Jr., El] Paso, Texas. 

A fine program is being arranged and 
the committee extends an invitation to 
physicians and others interested in tuber- 
culosis to attend this two day Conference. 


M. K. 
Pre-School Tuls Is the season of the 
Round-Up year that, in many cities 


and communities, brings 
the annual pre-school round-up of young 
children who are just beginning their 
education. The complete physical exam- 
ination of these children by the family 
physician, or in groups under the auspi- 
ces of the county medical society is of 
great importance to their future health 
and the general healih of that particular 
community. 

It is obvious that physical defects of all 
types and particularly those of sight and 
hearing should be discovered and cor- 
rected in order that the child will not be 
handicapped in the schoolroom. The exam- 
ination will be only partial, however, if 
it does not include a tuberculin test fol- 
lowed by x-ray of the chest of all positive 
reactors. It is well known that the ac- 
curate diagnosis of childhood tubercu- 
losis is impossible through simple physical 
examination. We believe that this test is 
as important as the smallpox vaccination. 

It seems to us that these examinations 
offer the private physicians an oppor- 
tunity to be of inestimable service to their 
communities through preventive meas- 
ures and the correction of defects which 
are so often the cause of suffering and 
disease in future life. We cannot empha- 
size too strongly, therefore, that each 
examination be complete and include the 
Mantoux test. An incomplete examina- 
tion is worse than none at all because it 
gives the child’s parents a false sense of 
security. R. B. H., JR. 


A “sour” patient is a patient with an 
unfavorable prognosis. Keep your patient 
happy and you will be more likely to 
keep him healthy. 
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Report of the Statistical Committee of the 
Federation of American Sanatoria 


SHORTLY AFTER our Albu- 
querque meeting the Statisti- 
cal Committee, there appoint- 
ed, set about gathering infor- 
mation from sanatoria to be used by the 
business office of the Federation in work- 
ing out a better understanding between 
public and private sanatoria. 

As a basis for this information a 
questionnaire comprising sixteen quest- 
ions, suggested and approved by the 
committee, was sent to 146 sanatoria 
throughout the country. A few of these 
sanatoria answered at once. Others, per- 
haps not realizing that these statistics 
are necessary in order that the Federation 
may function, required as many as four 
follow-up letters, including air mail and 
special delivery, before replies were re- 
ceived. This extended the work of the 
committee in gathering statistics well 
into the past month, 

In all, a total of 101 replies were re- 
ceived. These were sorted to determine 
the privately owned institutions which 
met operating costs and which were suf- 
ficiently interested in the work of the 
Federation to fill out the questionaire. 
We found sixty-four sanatoria in this 
classification, which offer the basis for 
our statistical summary. 

At this point, I want to thank those 
sanatoria who submitted detailed and 
accurate answers to our questionaire. It 
was a task, but the Statistical Committee 
very much appreciates your response. 
Some sanatoria, admittedly, gave rough 
estimates or indefinite and occasionally 
misleading statements so that their fig- 
ures could not be used. 

In these 64 private sanatoria, scattered 
throughout the country, there are 3348 
beds available for tuberculous patients. 
Twenty-five of these sanatoria each con- 
tain 30 or less beds. Seven sanatoria have 

*Presented at the Kansas City Meeting, May 12, 1936. 

**President-elect, Federation of American Sanatoria. 


BY 
E. W. HAYES, M. D.** 


Monrovia, California 


over 100 beds. The average jg 
52 beds. 

In these institutions there 
were 1182 vacant beds on an 
average during 1935, which is slightly 
over one-third of the total available beds, 
Five sanatoria reported no vacancies dur. 
ing 1955. Seventeen sanatoria reported 
one-half or more of their beds vacant 
during the same period. 

Approximately one-half of the 64 re 
porting sanatoria classify themselves as 
closed institutions. 

About the same proportion have one or 
more resident physicians. Many which did 
not list a resident have the Medical 
Director living nearby and readily ayail- 
able. 

Twenty-nine sanatoria are fully equip- 
ped with x-ray, laboratory, and facilities 
for chest surgery, according to their 
statement. Twenty-three are so equipped 
except for major chest surgery, which is 
handled in nearby hospitals. Of the sana- 
toria reporting no equipment, most are 
operated by individual doctors, who main- 
tain their own x-ray and laboratory. 

The minimum rates in this group of 
sanatoria without medical attention range 
from $10.00 to $42.00 a week, with the 
average being $20.95. The minimum rates 
with medical attention which, in most 
instances, includes pneumothorax and, 
in some instances, includes x-ray also, 
range from $15.00 to $38.50 a week, with 
the average being $24.65. We noted that 
each section of the country seems to have 
its own competitive rate, which is met by 
the other sanatoria in that district. One 
hospital, which received $3.00 a day, 
extras added, for each of its tuberculous 
patients, felt that this could not be fairly 
expected to include medical attention. 

The patients entering these 64 private 
institutions are largely referred by other 
physicians. Forty percent of the sanatoria 
reported that almost all their patients 
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were referred, while a total of eighty per- 
cent reported that half or more of their 
patients were referred by other physi- 
cians. 

In general, sanatoria located near large 
cities draw their patients from these 
cities ; otherwise the patients coming from 
rural and urban centers are quite evenly 
divided, the number from urban districts 
being slightly greater than from rural. 
Likewise, most sanatoria draw their 
patients from their own state or adjacent 
states, except in the recognized health 
centers, where patients come from all 
parts of the United States, Canada and 
Central America. 

Only 25 sanatoria reported the condi- 
tion of patients upon entering their insti- 
tution. Fifty-two percent of these were 
far advanced cases, 34 percent were mod- 
erately advanced and the remainder were 
minimal or early cases. According to the 
reports we received, all except one private 
sanatorium have the vast majority of their 
patients in the first two classes, 

In no reporting sanatorium did the 
death rate exceed 30 percent, the average 
heing between 6 and 7 percent. 

The extent to which collapse therapy 
is used varies greatly with different sana- 
toria. Three reported only 3 percent of 
their patients so treated, while four sana- 
foria reported 80 percent of their cases so 
handled. These were the extremes, with 
the average in all sanatoria being 54 per- 
cent, 

The length of the patient’s stay, like- 
wise, varies greatly with each sanatorium, 
the minimum being three months, the 
maximum being three years and the 
average being a little over nine months. 
Many of the sanatoria keeping their 
patients but a few months consider them- 
selves as schools to teach the patient a 
correct mode of living to combat his 
disease. The patient’s finances, in many 
instances, are the determining factor in 
the duration of his stay in the sanatorium. 
; In 15 of the 64 sanatoria considered, 
/ percent or more of the patients leave 
after heing discharged; in 10 sanatoria 
25 percent or less are discharged. The 
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average is 52 percent. The remainder of 
the patients leave of their own accord 
without the approval of the physician in 
charge. 

In these reports it was stated that 
practically all these patients return home 
and some 47 percent, on an average, re- 
turn to work. These, of course, are esti- 
mates, since only four of the reporting 
sanatoria keep follow-up records, with 
one other just commencing. Many sana- 
toria keep in touch with former patients 
through visits and letters. The figures 
from two of these sanatoria with follow- 
up records are appended. 

It is the purpose of this committee to 
send out subsequent questionaires from 
time to time in order to keep available 
information as up to date as possible. We 
trust that, with a better understanding 
on the part of the sanatoria, their response 
will he more prompt and perhaps more 
accurate. 

The first sanatorium reported on the 
patients for the life of the institution. 
Reports were received from 2064 patients. 
Of these 


1659 or 88.1% were reported alive. 

56 or 2.97% were reported dead. 

73 or 3.88%—no information as to wheth- 
er living or dead. 

95 or 5.05% could not be found by postal 
authorities. 


Of the 1659 reported alive 
1501 or 90.48% were in satisfactory state 


of health. 

129 or 7:77% were in unsatisfactory state 
of health. 

29 or 1.75%—physical condition indef- 
inite. 


The report from a second sanatorium 
covered the years 1929 to 1984 inclusive 
and was based on the results of treatment 
with or without pneumothorax. 

With Pneu- Without Pneu- 


mothorax mothorax 
Well and working 40.6% 18.8% 
Alive but not well 7 % 14.6% 
Dead 43.5% 54.6% 
Untraced 8.8% 12 % 


The third sanatorium reported that 
after five years 90 percent of their pat- 
ients showed no change, while 10 percent 
were worse. 

The fourth sanatorium reported that 
after five years 25 percent were dead. 
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Compression Therapy in Far Advanced 


Pulmonary Tuberculosis 


DISBASE ARREST in far ad- 
vanced pulmonary tubercu- 
often requires some 
‘adical procedure of com- 
pression therapy. It may be necessary 
to employ a combination of well selected 
procedures before the desired aim of 
therapy is obtained. Therefore, it seems 
essential that one should be able to esti- 
mate fairly accurately just about what 
result can be expected from any particular 
procedure of compression therapy. He 
should not only have a working knowledge 
of the individual methods but should be 
able to use these various steps in such 
combination as to best suit the needs of 
the particular patient to bring about the 
most immediate cessation of the activity 
of tuberculous foci. This knowledge is ex- 
tremely essential and we believe that it 
is knowledge that can only be gained 
through experience. 


losis 


The majority of our patients whom we 
are called upon to treat are in the ad- 
vanced stage of tuberculosis. It is esti- 
mated that 80 percent of the patients 
admitted to Sanatoria throughout the 
country have the disease in an advanced 
stage. The average tuberculous individual 
usually does not consult a physician until 
symptoms are well pronounced; usually 
they have existed for some time. Frequent- 
ly the x-ray film made at the time of the 
initial examination shows definite cavity 
formation. Rather frequently routine x- 
rays are not made and through an error 
in diagnosis further disease progression 
is permitted. Proud as we are of our ad- 
vance in the medical sciences, unfortun- 
ately the majority of the profession do 
not share in this advance and patients 
suffer. The extensive campaign which has 

*Published by permission of The Surgeon General, 
U. S. Army: Medical Service, Fitzsimons General 


Hospital, Denver, Colorado. Read before the Denver 
Sanatorium Association, March 6, 1936. 


**Major, Medical Corps, Clinical Director of the 
Enlisted Tuberculosis Section. 
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BY 
WM. C. POLLOCK, M. D.** 


Denver, Colorado 


heen carried on urging early 
diagnosis in tuberculosis ap. 
parently has not accom. 
plished the one essential, 
that of physicians being tuberculosis 
conscious. Many instances of a failure to 
diagnose the condition clearly demon. 
strate that the physician simply did not 
keep tuberculosis in mind. Much has, how. 
ever, been accomplished along the line of 
early diagnosis by our tuberculosis sur. 
veys made of school children and college 
students. 

It seems that with our present knowl. 
edge and methods of conduct we will have 
with us the usual run of far advanced 
tuberculous patients. 

The problem of obtaining and maintain. 
ing disease arrest in these far advanced 
patients often seems rather remote, but 
a proper selection of adequate measures 
often yields satisfactory results. Even a 
hasty consideration of these patients con- 
vinces one that treatment, of necessity, 
should be rather drastic in character. 
The vast majority that have the disease 
bilaterally, are of long duration, and no 
one procedure, no matter to what extent 
it may be one’s hobby, can universally 
attain the desired aim of therapy. 

It seems that there is becoming mani- 
fest, in our field of endeavor, two out 
standing faults, one being a tendency of 
individuals to really inadequately treat 
patients because of an adoption of 2 
particular method of therapy as a hobby. 
The other is a tendency of those more 
surgically minded to employ only surgi- 
eal methods, ignoring the several valu: 
able and definitely well established med- 
ical methods. Many attempts to greatly 
shorten the period of treatment by re 
course to rather radical surgical measures 
upon patients in whom the extent of the 
tuberculous process is of a character and 
distribution entirely too minimal to war 
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rant therapy so drastic in nature, are 
made. 

It seems that the individual who acts 
as the directing force of an institution or 
of a group should maintain a rather even 
keel when it comes to the selection of 
patients for a particular procedure or 
combination of procedures of collapse 
therapy. Unbiased, well balanced ideas 
regarding therapy, without undue stress 
of any one method, result in a selection of 
therapy best suited to the particular 
problem encountered. No one can “ride” 
a special “hobby” in therapy without 
giving it undue consideration at the ex- 
pense of other well recognized steps in 
treatment and this may prove detrimental 
to the patient. These individuals tend to 
defend their position by unwarranted 
condemnation of some of our best pro- 
cedures of therapy. For example, if they 
prefer not to use pneumothorax at all 
or but rarely, they verbosely discuss and 
tend to magnify the difficulties and com- 
plications of induced pneumothorax. 
Complete or partial pleural symphysis, 
the prevalence of pleuro-pulmonary ad- 
hesions, the difficulty of dealing with 
pleural adhesions, the incidence and se- 
verity of attendant complications, long 
duration of the therapy, and the ever 
present potential danger of reactivation 
even after pulmonary re-expansion are 
discussed fully in order to discredit pneu- 
mothorax as a method of therapy in tuber- 
culosis. This action on the part of indi- 


viduals often considered rather outstand- 


ing in the surgical field, may have a 
decided influence, likely detrimental, up- 
on those physicians who are vet in the 
formation stage of their ideas concerning 
therapy in tuberculosis. 

There are, of course, many patients 
presenting a type and distribution of no- 
lose tuberculous lesions so extensive as 
fo involvement of the lung fields that 
thoracoplasty is precluded and phrenic 
herve surgery is inadequate compression 
therapy. Patients presenting the pneu- 
monic type of tuberculosis or with recent 
xtensive midlung spread resulting from 
bronchogenic aspiration from the oppo- 
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site lung are not suitable patients for 
thoracoplasty. Patients with thoraco- 
plasty who develop in the contralateral 
lung a bronchogenic spread or a reactiva- 
tion of lesions already present are not 
best suited for radical surgical collapse. 

In any large series of patients one finds 
many many examples where thoracoplasty 
is unsuitable as the proper method of 
therapy. These patients are far more 
suitable for pneumothorax treatment, for 
by its use it proves to be adequately ef- 
fective in that the disease is arrested and 
that in the end it is more conservative, 
since a greater amount of lung tissue is 
preserved for future function. Though 
the superiority of radical surgical collapse 
may be greatly stressed from all of its 
advantageous angles, we will always have 
far advanced tuberculous patients pre- 
senting conditions of a nature to preclude 
thoracoplasty, but who, on the other hand, 
are suitable for pneumothorax therapy. 

We are of the opinion that there are 
definite indications for each of the mod- 
ern methods of therapy in tuberculosis, 
as well as indications for their use in 
various combinations. Often the indica- 
tion for a certain procedure may not be 
so definite that other measures may not 
require consideration. In other in- 
stances the indication for some one pro- 
cedure seems very definite. We prefer 
to use phrenic nerve surgery, pneumotho- 
rax therapy, the various modifications : 
of thoracoplasty, intrapleural pneumoly- 
sis, ete., selecting the particular type of 
therapy, or a combination of the various 
types, as to best suit the needs of the in- 
dividual patient. In many patients we 
have used about the most radical treat- 
ment possible, but in so doing, it was 
absolutely essential in order that the ther- 
apy be adequate in character. Treatment 
should be adequate; compression should 
he effective, yet by employment of meas- 
ures, as conservative as possible. 

In far advanced tuberculous patients 
one should select, if possible, the simpler, 
more conservative measures, yet select 
ones sufficiently adequate to effect dis- 
ease arrest, always attempting to visua- 
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lize the end result as to conservation of 
functioning pulmonary tissue, and the 
effect of compression upon other thoracic 
organs, especially the heart. Since we 
wish our patients to purchase their 
health at the lowest possible cost in lung 
tissue, one may be justified in attempt- 
ing simpler methods more or less as a 
trial, reserving the more radical types 
of therapy for failures encountered. In 
doing so, however, ineffective therapy 
should not be emploved initially when it 
is more or less clearly seen that the par- 
ticular measure will be inadequate, and 
when there is some interference to make 
the procedure definitely ineffective, it 
should not be unduly prolonged before 
additional adjuncts of therapy are em- 
ployed. Workers may he extremely radical 
in inducing collapse therapy yet present 
a definite conservative trend in that ther- 
apy used in a particular patient seems 
to be absolutely required for disease con- 
trol or arrest. The successful therapist 
recognizes the necessity of supporting 
the more modern compression adjuncts 
of therapy by prolonged rest regime. 


Bilateral Pneumothoraxr 
Therapy 


In the majority of our patients with 
advanced bilateral tuberculosis we first 
consider them as candidates for bilateral 
pneumothorax induction. Our experience 
with these patients leads us to believe that 
it is rather difficult to accurately con- 
clude whether or not the gaining of an 
effective pneumothorax space is possible 
or impossible, though we consider all 
available data. We believe that in the 
vast majority of cases the patient should 
be given the advantage of an attempt at 
induction. This belief we have held and 
followed over a period of more than six 
years during which period we have per- 
formed over 1000 initial pneumothoraces 
without a death by air embolism. 

In our infirmary wards today 71.3 per 
cent of the patients have had some form 
of collapse therapy induced. Of this num- 
her 45 per cent have only unilateral pneu- 
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mothorax, 14 per cent bilatera| 
pneumothorax, 8 per cent have thora. 
coplasty alone, 5.7 per cent have had 
phrenic nerve surgery as the sole pro. 
cedure of compression while the addition. 
al patients have had a combination of 
the various procedures. For example, 
20.9 per cent of all pneumothoraces haye 
as an adjunct to that therapy phrenic 
nerve surgery either in the form of an 
exeresis or temporary paralysis, usually 
in the form of permanent, hemidiaphrag. 
matic paralysis. We, therefore, have in 
our infirmary wards 28.7 per cent of the 
patients who have no form of collapse 
therapy. Some few of this group have 
far advanced, fibrous type of tuberculosis 
and are elderly patients in whom the 
optimum time for induction of collapse 
therapy is long past. Some few others 
refuse treatment and we always have a 
group of patients in whom pneumothorax 
is impossible because of the lateness in 
the stage of the disease when admitted 
at our institution and in whom other 
methods of treatment seem unsuitable. 
In all these patients there was a time 
when collapse therapy was indicated, but, 
unfortunately, it was not accomplished. 

The difficulties encountered in the in- 
duetion and in the maintaining of pnev- 
mothoraces bilaterally are great and one 
is, indeed, fortunate to attain his objec. 
tive. Frequently additional adjuncts or 
radical surgery have to be employed in- 
stead of continuing the pneumothorax on 
one side or the other because of partial 
pleural symphysis or extensive pleuro- 
pulmonary adhesions. Experience with 
bilateral pneumothorax has taught us 
much concerning the healing of tuber. 
culous lesions and closure of pulmonary 
cavities under negative intrapleural pres 
sure with partial pulmonary compres: 
sion. 

There has always been considerable 
discussion in regard to the amount of 
pulmonary compression essential to pro- 
duce disease arrest. Some advocate rather 
complete pulmonary collapse under pnet- 
mothorax, stating that this is essential in 
order to heal tuberculous foci. They be 
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lieve that the positive intrapleural pres- 
sure required to accomplish this is not 
a factor of complications of the therapy. 
Those advocating partial pulmonary com- 
pression Or the expansile type of pneu- 
mothorax believe that the lung rest ob- 
tained is sufficient to permit healing, 
that complications are less under con- 
stantly negative intrapleural pressure 
and that the gaining of pulmonary re- 
expansion at the termination of the ther- 
apy is more easily obtained. Since about 
40 per cent of artificial pneumothoraces 
have pleural adhesions traversing the 
pneumothorax space visualized on the x- 
ray film, since bilateral pneumothorax is 
advocated by many workers and due to 
the fact that contralateral pneumothorax 
is used in the presence of thoracoplasty, 
there are examples of instances where 
complete lung collapse is impossible or 
inadvisable yet excellent results are 
obtained under the partial compression. 
We have advocated and used the expansile 
type of pneumothoraces and have obtained 
excellent results. 

It seems rather obvious to us that in 
many patients one has to content himself 
with only partial compression or else 
classify a rather high percentage of his 
pheumothoraces as unsatisfactory. As a 
matter of fact, some few workers are in- 
clined to do this and in a rather too hasty 
manner suggest discontinuance oi the 
pneumothorax and the substitution of 
thoracoplasty. Unwarranted delay in in- 
ducing therapy sufficiently adequate to 
supplant an inadequate type is not justi- 
fiable and may prove to be a costly error 
in judgment. Undue haste with permanent 
sacrifice of pulmonary tissue capable of 
future function, if treated more conser- 
vatively, may also prove to be an error 
rather detrimental to the patient. It seems 
important, before concluding that pneu- 
mothorax will not accomplish the aim of 
therapy, to carefully consider the pre- 
compression lung pathologic changes, the 
effect of compression on that pathologic 
condition, and make a careful estimate 
of the situation in order to determine 
Whether or not the pneumothorax is yet 
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capable of producing results. In certain 
patients it may be clearly shown that 
eventually a thoracoplasty will be neces- 
sary, but further treatment by pneumo- 
thorax may clear areas of the lung, there- 
by limiting the extent of thoracoplasty 
required later. 

Too much clinical significance is at- 
tached to pleuro-pulmonary adhesions by 
many doing tuberculosis therapy. While 
adhesions are troublesome in pneumo- 
thoraces in that they limit lung compres- 
sion, hold cavities patent, and are etiolo- 
gic factors of certain complications of 
the therapy, the majority of pleural ad- 
hesions are not clinically urgent matters, 
as some would have you believe, in that 
they require no special adjuncts of ther- 
apy. Even when cavities are only reduced 
in size and are yet patent ones, there is 
no set interval of time when one should 
definitely state that other measures are 
demanded. The minority of adhesions are 
of definite clinical significance and should 
receive special attention. In our exper- 
ience, during the past few years, the ad- 
dition of hemidiaphragmatic paralysis 
as an adjunct to the pneumothorax will 
suffice to close the vast majority of these 
cavities held patent by adhesions. Certain- 
ly closure of these cavities should first 
be attempted by phrenic nerve surgery, 
reserving intrapleural pneumolysis with 
cauterization of the offending adhesions 
for those patients who have failed to close 
their cavities by phrenic serve surgery. 

Notwithstanding all of the difficulties 
encountered, we have found bilateral 
pneumothorax therapy a very successful 
procedure. We have used this type of 
treatment in 150 patients, many of whom 
have been carried on to completion with 
re-expansion of the lungs. The complica- 
tions encountered are frequent and often 
severe, but one should remember that he 
is dealing with far advanced tuberculous 
patients often with depressed tuberculo- 
immune qualities and in whom the prog- 
nosis for recovery is practically hopeless 
without collapse therapy. In considering 
the possibility of complications, one 
should remember that in far advanced 


ST 

‘al 

ad 

of 

le, 
ve 

Li¢ 

an 

in 

he | 

se 
ve | 

sis 
he 

se 

TS 
a 

aX 

in 

er 

le. 

ne 

if, 

n- 

u- 

ne 

or 

I- 

al 

; 
th 

us 

j 

ry 

le 

of | 

0: 

er 

in | 


DISHASES OF THE CHEST 


tuberculosis untreated by compression 
certain pulmonary as well as extra-pul- 
monary tuberculous complications such 
as laryngitis or enterocolitis may soon 
make their appearance, possessing a 
gravity far outweighing the usual com- 
plications of bilateral pneumothorax. 

In 1931 we stated: 

1. Advanced bilateral pulmonary tuber- 
culosis may be arrested by bilateral pneu- 
mothorax. 


2. Bilateral cavitation may be era- 
dicated. 
3. A rapid fatal termination from 


bronchogenic spread to the contralateral 
lung may be prevented by converting the 
case from a unilateral to a bilateral pneu- 
mothorax. 

After five more years of experience we 
do not wish to substantially alter these 
conclusions. 


Thoracoplasty and Contralateral 
Pneumothorar 


In patients with bilateral tuberculosis 
sufficiently far advanced to warrant 
bilateral collapse and in whom pneumo- 
thorax is impossible or definitely inade- 
quate as to type of collapse obtained and 
in whom phrenic nerve surgery fails to 
accomplish the desired result or is con- 
sidered an unsuitable procedure thora- 
coplasty is performed in the presence of 
contralateral pneumothorax. When this 
is considered absolutely essential in 
order to accomplish disease control, we 
are, indeed, dealing with therapy rather 
radical, Especially is this true in patients 
with extensive lesions and larger cavita- 
tion. This type of radical collapse therapy 
is possible because of the use of an ex- 
pansile type of induced pneumothorax 
and because the thoracoplasty, while 
radical as to the length of ribs removed 
or resected, is limited in that the opera- 
tion is restricted to those ribs just suf- 
ficient to collapse the involved area of 
the lung. 

Thoracoplasty in these patients is de- 
layed until the pneumothorax is well 
established and can be maintained by 
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small refills at weekly or ten day inter. 
vals. When possible, without undue haz. 
ards to the patient, we have delayed the 
thoracoplasty until the pneumothorax has 
the disease of the contralateral lung de. 
finitely under control. In selected patients 
we attempt to prevent further progres. 
sion of disease in the lung selected for 
collapse by thoracoplasty with hemidia- 
phragmatic paralysis or by continuing the 
inadequate pneumothorax. 

When thoracoplasty is performed it 
should be well planned and divided into 
several stages, each being sufficiently 
minimal in order to avoid an undue opera- 
tive risk. The upper three ribs are re. 
moved in their entirety, but additional 
stages should be less radical in that only 
the bony portions of the ribs are resected. 
When cavities remain patent following 
the above operative procedures, an antero- 
lateral stage may then be performed, in- 
ducing complete pulmonary collapse with 
cavity closure. This manner of planning 
the operation ultimately produces com- 
plete collapse, but accomplishes the col- 
lapse so gradually that the patient has an 
opportunity to adjust himself to each de- 
crease in pulmonary function. Rather 
radical collapse may be obtained in the 
presence of an expansile contralateral 
pneumothorax with both procedures suf- 
ficiently adequate to result in disease 
arrest if induced gradually as outlined 
above. 

We have performed thoracoplasty in 
the presence of a contralateral pneumo- 
thorax in 20 patients and have induced 
pneumothorax contralaterally following 
thoracoplasty in several other patients 
with only one operative death. In one 
patient death followed a superimposed 
spontaneous pneumothorax on the pneu- 
mothorax side three days after the thora- 
coplasty. Of this series, ten patients have 
been carried on to completion of treat: 
ment in that the pneumothorax therapy 
has been completed and pulmonary re 
expansion accomplished. Considering the 
entire series, 71.4 per cent of patients 
have closure of cavities bilaterally with 
negative sputa while 28.5 per cent present 
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patent cavities with positive sputa. Fur- 
ther surgery may yet be utilized in a few 
of these patients who still have patent 
cavities. It is believed that in this type 
of work failure to close cavities is not 
because of inability to perform a techni- 
cally satisfactory thoracoplasty, but more 
because of inadequate rib resections as 
a forced issue. These patients, especially 
those with large infraclavicular cavities, 
are unable to withstand the more radical 
stages of thoracoplasty and one should 
be content with marked reduction in the 
size of cavities and utilize further surgery 
at a later date when the patient has some- 
what adjusted himself to the induced 
collapse of the lung. 


Thoracoplasty 


Thoracoplasty is one of the greater 
advances in the treatment of pulmonary 
tuberculosis. When definitely indicated, 
there is no other therapy which can take 
the place of surgical collapse by thora- 
coplasty. 

Our thoracoplasty patients are selected 
from the group in whom pneumothorax 
can not be induced at all or in whom the 
collapse obtained is inadequate and from 
phrenic exeresis patients in whom simple 
hemidiaphragmatie paralysis fails to yield 
satisfactory healing. 

We attempt to use more conservative 
methods of therapy initially, reserving 
thoracoplasty for the failures of other 
therapy. 

Selection of patients for surgical col- 
lapse should be made by a phthisiologist. 
All phases of therapy in tuberculosis 
should be under the guidance of the 
phthisiologist. He should select patients, 
choose the time of operation, recommend 
the type of thoracoplasty and number of 
Stages, attend the patient during opera- 


tion, assist in post-operative care, and’ 


Supervise the necessary rest therapy fol- 
lowing surgery. 

In the past, it has been rather difficult 
to know the exact extent or type of var- 
lous Operators’ thoracoplasties. More and 


More thoracoplasty is coming to mean re- 
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moval of the first three ribs in their 
entirety, including the vertebral trans- 
verse processes, with extremely wide re- 
sections of ribs sufficient to gain adequate 
collapse of the involved area of the lung. 
When cavities remain patent they should 
be reoperated with removal of regenerated 
ribs and further resection of the rib car- 
tilage anteriorly. A more radical re- 
operative procedure consists of removal 
of regenerated ribs with the introduction 
of an extra periosteal gauze pack. 

The removal of ribs in their entirety 
or the extremely wide resection of the 
lower ribs requires more operating time 
and the resultant collapse is great and the 
procedure is not well tolerated by the 
chronically ill patient; therefore, the 
number of ribs removed or resected is 
necessarily limited. Left sided operations 
require considerable caution. It seems 
that in a great many patients it would 
be better to perform the upper stage (3 
ribs) and at subsequent operation resect 
only the bony portion of the ribs and 
then perform an antero-lateral for re- 
moval of the cartilages of the ribs. The 
results obtained by thoracoplasty as to 
closure of cavities are variable as to the 
percentage of closures as reported by 
various workers. It is believed that this 
is due to the type of operation used and 
is also influenced by reoperative proce- 
dures. If one should delay his report until 
all patients showing patent cavities, fol- 
lowing routine thoracoplasty, have been 
reoperated then the percentage showing 
cavity closure should exceed 90 per cent. 

We have suggested that, since rib re- 
moval rather than resection is the order 
of the day in thoracoplastic surgery, the 
operation should be less radical poster- 
iorly and followed by an antero-lateral 
operation. The division of an adequate 
thoracoplasty into too many phases, 
while it lessens the operative mortality, 
has an objection in that patients object 
to too many operations. This may seem 
a rather illogical point to consider, but 
we have had several patients refuse 
further operative treatment when the job 

(Continued to page 26) 
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AvuGuUS? 


Indications for Resection of Lower Ribs 
Following Apicolytic Thoracoplasty 


WHEN THE Sauerbruch 
paravertebral t horaco- 
plasty was first put into 
practice it was the cus- 
tom to perform the operation in one stage. 
Then, when the danger of so great a 
procedure became evident, two or more 
steps replaced the single one, and at once 
the operative mortality was reduced. 

The usual procedure was to begin the 
collapse by resecting the lower ribs, leav- 
ing the upper ones until the last. But it 
is exactly these upper ribs which are res- 


ponsible for the maintenance of pulmo- - 


nary cavities in the apex and upper lobe 
of the lung where they are most frequent. 

The next improvement in technique 
was. to begin the operation by resecting 
the upper ribs 1 as the most logical 
sequence, dividing the plastic into two or 
more stages, the lower ribs being the last 
to be resected. 

Finally, it was recognized that if the 
first rib was completely removed with 
large sections of the second and even the 
third, the chance of upper lung collapse 
would be better. But even with the most 
painstaking work a number of the cases 
were not ideal and, though great x-ray 
improvement was manifest, tubercle 
bacilli continued to be present in the 
sputum because secreting tuberculous 
areas were still present. Evidently, we 
were unable by mere extirpation of ribs 
to exert in all cases sufficient pressure 
upon the walls of the cavities to bring 
them firmly together, 

Apicolysis was undertaken, at first, 
after unsuccessful thoracoplasty; and the 
outlook for permanently effacing the 
cavern was thereby improved. But whether 
the apicolysis was done by packing with 
gauze or by implanting foreign substances 
such as paraffine as a permanent plug 
(plombage), everything depended upon 
the maintenance of the obliteration se- 
cured at the time of operation, a consum- 
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mation devoutly to be 
wished for, but by no 
means certain of achieye. 
ment. 

For a number of years 1 have employed 
au device which seems to have advantages 
over Others since there is provided const- 
ant elastic pressure which increases the 
size of the new extra-pleural space. Witb- 
vut distress to the patient, this forcibly 
approximates the walls of the tuberculous 
‘avity. 

I have several times described the pro- 
cedure 2, 3, so it will now be merely 
referred to by stating that the salient 
point is to resect subperiosteally the upper 
three to five ribs, according to the size 
of the diseased part, and to make a space 
by digital pressure upon the tissues 
beneath the ribs including the periosteum, 
the endothoracic fascia and the pleura, 
usually adherent to the lung, and filling 
this space with elastic crumpled rubber 
dam. The dam is buried in place by 
suturing the soft parts of the chest wall 
over it but leaving enough protruding 
through the wound so that it may be re- 
moved in three or four days. X-ray films 
made before the rubber has been extracted 
will reveal a space outside the pleura, 
two to four times larger than that secured 
at the operation. A soft drainage tube is 
inserted, and pressure by elastic rubber 
sponge strapped over the infraclavicular 
region and in the axilla will tend further 
to effect compression. The results in my 
hands have been gratifying, and in later 
operations I have left the first rib uncut. 
The cases in which this modification has 
been tested have given me further en 
couragement, and I hope soon to publish 
a full description. 

And now, coming to the matter sug: 
gested by the title of this little paper, 
I find that there is not much to say which 
is not fairly obvious. Given a well-fune 
tioning opposite lung and a lower chest 
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on the side of operation which contains 
healthy or quiescent, though perhaps in- 
fected pulmonary tissue, there is, to say 
the least, no reason for haste in complet- 
ing the thoracoplasty, even in the pres- 
ence of doubtful areas. 

When there has been no previous 
phrenic nerve interruption, this procedure 
js now advisable with a subsequent period 
of observation which will finally deter- 
mine the necessity for the resection of 
the lower ribs. If the phrenic has already 
been crushed or cut, the period of delay 
after the apicolysis should be shorter 
because the hope of favorable progress 
following the nerve blocking is absent. 

When there is active disease in the re- 
mainder of the lung which will probably 


vield to compression, resection of the 
lower ribs in One or more stages should 


be undertaken with as little delay as pos- 
sible; the urgency is greater when cavities 
are present or when the alarm of hemo- 
ptysis occurs. 

Occasionally the apicolysis may have 
obstructed a lower bronchus or even the 
lower lobe bronchus with resulting atelec- 
tasis. If things are progressing satisfac- 
torily in other respects, this accident by 
no means signifies that there is haste in 
completing the thoracoplasty, for the 
occluded passage may become pervious 
with full restoration of pulmonary func- 
tion. 

Efficient artificial pneumothorax in 
the pleura below the apicolytic field may 
he continued until the lung is well enough 
lo reexpand or until it beeomes clear 
that this form of therapy is futile, when 
the completion of the plastic is in order. 

Non-tuberculous empyema in the lower 
pleura of the tuberculous side and in the 
presence of presumably “good” lower 
lung should be treated according to the 
rules of thoracic surgery. Thus the non- 
tuberculous part may be saved. If, how- 
ever, the empyema is tuberculous, drain- 
age followed by lower thoracoplasty is 
the treatment most likely to produce an 
arrest. It should not be forgotten, how- 
ever, that even here the lower part of the 
lung may be worth saving, and that it 
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may resume its function when the empye- 
ma has disappeared. Such a result is, 
however, unfortunately rare. Benign 
obliteration of the pleural space by ad- 
hesion of visceral and parietal layers will 
almost certainly occur. 


Concluding Remarks 


1. When the principal location of des- 
tructive tuberculosis with cavity forma- 
tion is in the usual place, the apex and 
the upper portion of the superior lobe, 
it is manifest that here should be the 
field of primary surgical attack. 

2. This should have for its object, as 
a general rule, the total compression of 
the diseased portion with its cavities 
harboring bacilli which are being ex- 
pelled by cough, to the public danger. 

}. Instead of the wasteful destruction 
of healthy pulmonary tissue formerly 
brought about by complete thoracoplasty, 
we should do all in oyr power to preserve 
healthy lung. Not “a is this the correct 
procedure from the surgical point of view, 
but if at some future time the patient 
must fight a pneumonia or some other 
spreading pulmonary lesion, every area 
of functioning lung may be of life-saving 
importance. 

4. Upper thoracoplasty with direct 
apicolytic compression should be our first 
step in nearly all cases looking toward 
the direct abolition of tuberculous spaces. 
If the lower portions of the lung are not 
obviously hopeless, little will be lost by 
vigilant delay. 

>. In the doubtful cases, the advice of 
an experienced phthisiologist is indispens- 
able to the surgeon. 

6. The physician should call for sur- 
gical counsel as soon as the idea of opera- 
tive treatment is considered. 


(1) Lilienthal, Howard: Logical Sequence in Two-stage 
Thoracoplasty. Arch. Surg., 1927, vol. 14, Part IT. 


(2) Ibid: Pulmonary Tuberculosis. Recent types of 
operation. J. A. M. A., April 14, 1934, vol. 102. 


(3) Ibid: Pulmonary Tuberculosis; Thoacoplastic 
Apicolysis. Jour. Internat de Chir., Tome 1, no. 
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DISEASES OF THE CHEST 


Hemorrhagic Bronchitis 


THE spirrine of blood 
from the respiratory pass- 
ages has always been con- 
sidered the evidence of a 
tuberculous infection until proven other- 
wise. Before the universal use of the 
microscope and x-ray it was very diffi- 
cult to classify cases of hemorrhage from 
the respiratory tract. Careful investiga- 
tion with the microscope and x-ray is 
proving that a large number of these 
cases are not tuberculous, but are caused 
by various other infections or conditions. 

I will not attempt to go into a lengthy 
discourse on the differential diagnosis of 
blood spitting, but will only try to describe 
and report a series of proven cases of a 
condition that was first recognized by 
the French. Until a comparatively recent 
date this condition found very little place 
in the literature of America. This con- 
dition, as I term it, is hemorrhagic bron- 
chitis. One name applied to the disease 
was Catellani’s hemorrhagic bronchos- 
pirochetosis. It was apparently carried 
into France by Asiatic laborers and 
soldiers, and studied anew during the 
war by Violle, Dalimier, and others 
(Presse medicale, July 5, 1917, July 18, 
1918, and March 10, 1919). 

It is a well known fact that the bron- 
chial tree and mouth may harbor a large 
variety of organisms without undergoing 
a definite pathological change or showing 
symptoms ayd Ll am only reporting cases 
where we were able to find the combina- 
tion of fusiform bacilli and a large num- 
her of spirochaetes and symptoms that 
cuuse the patient to seek medical aid. 

A large percentage of these cases were 
treated by me personally. Repeated mi- 
croscopical examination of smears from 
the throat, oral cavities, and bronchial 
sputum showed the disappearance of 
these spirochaeta and fusiform bacilli, 
also the clearing of symptoms after treat- 
ment. This, in my opinion, establishes 
the fact that they were the causative 
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agents in the condition des. 
cribed as hemorrhagic brop. 
chitis. 

We did not include cases 
that had gone on to lung abscesses, lung 
gangrene or complications with  brop. 
chiectasis. About forty cases have beey 
found in the past five years at our clinie. 

There were two cases in this series that 
were known to have chronic fibroid pu: 
monary tuberculosis, but I proved to my 
own satisfaction, by careful examination 
and observation, that the blood was not 
caused by a reactivation of the tubereu. 
lous lesion. Both cases reacted well to 
sodium bismuth thio-glycollate and _ 
arsphenamin treatment. 

The Sodium Bismuth Thio-Glycollate 
used was a watery solution given intra. 
muscularly; doses administered accord- 
ing to the patient’s weight (0.2 grams, or 
3 grains, for an average person of one 
hundred and fifty pounds) were given 
every fourth or fifth day. The reactions 
were carefully watched and the kidneys 
checked before and after treatment. 
Usually six to ten injections were neces- 
sary before the condition cleared. 

Neo-Arsphenamin was used in small 
doses, .2 to .3 grams, once a week, it 
travenously for six to eight doses. 

The physical findings in these cases 
were not at all constant; in some instances 
they were very slight, but they were al: 
ways more marked in the bases of the 
lungs. The x-ray findings were likewise 
inconstant, but confined to the hilus re 
gion and bases. 

The condition generally consists of 2 
relatively mild bronchitis, but one which 
is accompanied by bloody sputum com 
taining innumerable spirochaetal orgat- 
isms. The period of incubation is short 
(one to two days); soon the patient be 
gins to complain of a slight pain in the 
tracheobronchial region; he is seized with 
a harsh, annoying cough—almost exclu: 
sively at night, and expectorates a certail 
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amount of mucus and blood. The sputum 
presents a characteristic appearance, 
homogeneous, rose-colored, and 
comparable to currant jelly; it is copious 
and soon becomes mucopurulent and 
greenish. After a few days intermission 
a fresh exacerbation occurs With elimina- 
tio of the same kind of sputum. The 
latter contains enormous numbers of the 
spirochaeta bronchialis, which are charac- 
teristically variable in their morphologic 
features. This germ is met with in the dis- 
charge from the lungs, also from the 
throat and mouth. 

Where the possibility of this disorder 
has not been kept in mind and bacterio- 
logic examination of the sputum has been 
omitted, a mistaken diagnosis of tuber- 
culosis as almost sure to be made. This 
condition is found in sub-acute and very 
chronic stages, sometimes going on to an 
abscess, gangrene or bronchiectasis if it 
is allowed to continue untreated. 

The germs concerned in this disorder 
can be clearly seen upon examination of 
fresh sputum between a slide and cover- 
glass. They occur either singly or in dense 
clumps. When free, they are actively 
motile, appearing as small vibrating 
cords. When their motion slows down, 
the wave-like movements show greater 
amplitude as well as reduced rapidity; 
the spirochaete resembles an eel slowly 
worming its way past a series of obstacles. 

Beautiful preparations may be obtained 
with the ordinary stains, such as gential 
violet, crystal violet, and so forth. Inter- 
pretation of the smear is rendered very 
easy, however, if the silver salt method 
of staining is employed. The spirochaeta 
bronchialis appears stained a beautiful 
black against a red brown background 
and cannot be missed even upon the most 
cursory examination. 

In some cases extreme nervousness, 
fatigue, temperature, loss of appetite and 
all the subjective symptoms that go with 
Pulmonary tuberculosis are found. We 
did not nse an intradermal tuberculin test 
on these cases. 

The blood picture varied very much, 
but in no case showed marked signs of 


leukocytosis. Therefore, I do not consider 
this symptom worth checking, other than 
in a general measure. Hemoglobin varied 
markedly from sixty to ninety percent. 
This was also not constant with the im- 
provement other than in a general way. 

I submit the following fourten cases, 
omitting irrelevant history and symp- 
toms: 

Case 1: female, 25 years. Her history 
and symptoms were as follows: She had 
a severe cough, rusty sputum, occasional 
hemorrhage, foul breath odor and was 
extremely nervous. Her physical findings 
were a few scattered sonorous and sibilent 
rales over both lung bases. The x-ray 
showed her right lung slightly increased 
in all linear markings, more marked in 
the base. The left lung showed an area of 
increased density in the upper portion of 
the lower third to the fifth interspace. 
Laboratory findings showed that the 
gums and throat, as well as the bronchial 
sputum, were positive for fusiform bacilli 
and spirochaete. The bronchial sputum 
was negative for tubercle bacilli. This case 
was treated with Neo-Arsphenamine, 3 
gram weekly for ten weeks, and the re- 
sults were good. The same condition re- 
curred within two years, but after the 
same treatment equally good results were 
obtained. 

Case 2: male, 30 years old. His history 
and symptoms consisted of severe hemor- 
rhage, eight to ten ounces, for two months 
before entering the sanatorium. He had 
lost a little weight and complained of 
slight fatigue, a medium cough, and ex- 
pectoration. There were very slight phys- 
ical findings at the time of his admittance, 
with the exception of his mouth and teeth. 
There were several badly decayed teeth 
in his mouth and the gums were soft, 
spongy, and pussy. The x-ray revealed 
irregular bronchial markings with a 
questionable multiple abscess. The left 
lung showed increased hilus markings 
with a few calcified tubercules. Smears 
from the gums and throat were found to 
be positive for fusiform bacilli and spiro- 
chaete, but was negative for tubercule 
positive for fusiform bacilli and spiro- 
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chaete but was negative for tubercule 
bacilli. We treated him with Sodium 
Bismuth Thio-Glycollate, intramuscular- 
ly, using 0.2 grams, or 3 grains, weekly. 
After the second injection the removal 
of the bad teeth was started. The results 
on this case were good. 

Case 3: female, age 38. She had a 
history of arrested chronic fibroid pul- 
monary tuberculosis. For ten days prior 
to her entrance to the sanatorium she had 
had low grade afternoon temperature and 
u series of small hemorrhages, followed 
by streaked sputum. The physical findings 
were: in the right lung there was a marked 
increase in very harsh breath sounds and 
there were a few scattered medium coarse 
rales. There were medium coarse rales 
scattered over the greater portion of the 
left lung and diminished resonance over 
the entire lung area. The x-ray revealed 
that there were a number of scattered, 
healed, tubercules throughout the greater 
portion of the right lung. There was some 
increase in linear markings in the upper 
portion of the lower third of the right 
lung. The heart shadow was displaced 
upproximately inch. There were 
numberous scattered heated tubercules 
throughout the entire left lung. The dia- 
phragm was two and one-half inches high- 
er on the left side than on the right. This 
was the result of a phrenic evulsion four 
years previous to that time. Smears from 
the gums and throat, as well as the bron- 
chial sputum, were shown to be positive 
for fusiform bacilli and spirochaete. The 
bronchial spytum was negative for tuber- 
cle bacilli. This case was treated with 
Sodium Bismuth Thio-Glycollate, 0.2, 
intramuscularly, every ten days for five 
dloses. The results were good. This patient 
had been teaching for a year with no 
toxic symptoms and we had no reason 
to connect her hemorrhage with her 
chronic tuberculosis condition. She re- 
turned to work after six weeks of the 
Sodium Bismuth Thio-Glycollate treat- 
ment and is doing splendidly. 

Case 4: a young woman, age 29. She 
had a history of arrested chronic fibroid 
tuberculosis. Her symptoms consisted of 


one 
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au hemorrhage of from one to two oune 
a slight cough, and low grade afternooy 
temperature. The physical findings were 
harsh breath sounds with medium coarge 
rales over the upper third of both lungs 
and slight diminished resonance over the 
same area. The x-ray showed marked 
fibrosis of the upper third of the right 
lung with increased linear markings 
throughout the entire lung. The left Inng 
showed marked fibrosis with c2icified 
tubercules in the upper third with a fey 
scattered, healed, tubercules in the hilus 
region and base. There was no evidence 
of active tuberculosis. Gum and _ throat 
smears and the bronchial sputum were 
positive for fusiform bacilli and _ spiro- 
chaete. The bronchial sputum was nega- 
tive for tubercle bacilli. Neo-Arsphenamin 
was used intravenously, .2 gram every 
ten days for six doses, producing good 
results. This patient continued to work 
while taking the treatment. 

Case 5: male, age 40. This patient 
had hemorrhages several weeks after a 
fall, Examinations by different specialists 
failed to make a direct connection between 
the fall and the hemorrhages. He had a 
slight cough and expectoration. There 
were a few scattered coarse rales in the 


lower third of the right lung, otherwise | 


both lungs were apparently normal. The 
x-ray revealed in the right lung a marked 
increase of linear markings throughout 
the hilus and lower third with some small 
scattered irregular shadows, which did 
resemble tubercules. The left lung showed 
iu marked increase of linear markings in 
the lower portion. Smears from the gums 
and throat were positive for fusiform 
bacilli and spirochaete. The bronchial 
sputum was positive for spirochaete, but 
negative for tubercle bacilli. Good results 
were obtained by treatment with Sodium 
Bismuth Thio-Glycollate. He was give 
two doses. After a few weeks of rest the 
patient returned to work without symp 
toms and has continued so for the past 
several months. 

Case 6: male, age 26. His symptoms 
consisted of hemorrhage, slight cough and 
expectoration. The physical findings 


1936 


were 
entir 
linea 
The 
in th 
orate 
form 
bron 
gums 
Bist 
with 
to V 
post) 
Cs 
was 
shor 
sput 
stre: 
wer 
mor 
In t 
inc! 
Bro 
shor 
spil 
coll 
for 
wol 
mor 
( 
syn 
anc 
ner 
ten 
son 
hal 
res 
wa 
tha 
ma 
abs 
thi 
wa 
rec 
ne 
sm 
an 
wa 


| 
t 
; 
an 
te) 
Al 
fo 


1936 


were sonorous and sibilent rales over the 
entire lung field. The x-ray showed heavy 
linear markings throughout both lungs. 
The hilus region was much denser than 
in the normal individual of his age. Lab- 
oratory findings were positive for fusi- 
form bacilli and spirochaeta from the 
bronchial sputum and smears from the 
cums and throat. Four doses of Sodium 
Bismuth Thio-Glycollate were given him 
with good results. This patient continued 
to work and improved markedly with 
postural drainage and bismuth treatment. 

Case 7: male, age 38. This patient 
was suffering from back-ache, fatigue, 
shortness of breath, and cough. His 
sputum was muco-purulent and _ blood 
streaked. A few scattered coarse rales 
were found over the lung field and were 
more marked in the bases of the lungs. 
In the x-ray, both lungs showed a marked 
increase in hilus and linear markings. 
Bronchial sputum, gum and throat smears 
showed positive for fusiform bacilli and 
spirochaete. Sodium Bismuth Thio-Gly- 
collate was given intramuscularly weekly 
for six weeks and the necessary dental 
work was done as well as the tonsils re- 
moved, giving good results. 

Case 8: female, age 45. This case had 
symptoms of profuse hemorrhage, cough 
and expectoration, loss of weight, extreme 
nervousness, and low grade afternoon 
temperature. The physical findings were: 
sonorous and sibilent rales over the lower 
half of the right lung, also diminished 
resonance over this area. The left lung 
Was apparently normal. The x-ray showed 
that the right lung had irregular bronchial 
markings and a questionable multiple 
abscess in the mid portion of the lower 
third. It also showed that the left lung 
Was apparently normal. Due possibly to 
recent dental work, the mouth was found 
negative for fusiform bacilli. The throat 
smear showed positive for fusiform bacilli 
and spirochaete. The bronchial sputum 
was likewise positive for fusiform bacilli 
and spirochaete. The treatment adminis- 
tered was postural drainage and Neo- 
Arsphenamin given intravenously, .2 for 
four doses. This gave excellent results. 
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Case 9: male, age 20. Hemorrhage, 
fatigue, nervousness, slight loss of weight, 
and low grade temperature were the 
symptoms given in this case. The x- 
ray showed increased linear markings 
throughout both lungs. The gums, throat, 
and bronchial sputum showed positive 
for fusiform bacilli, but were negative for 
tubercle bacilli. We advised arsenical me- 
dication, but the patient failed to return 
for treatment. 

Case 10: young man, age 23. The pa- 
tient complained of slight cough, marked 
fatigue, sore throat, hemorrhage, and 
very foul breath. His tonsils and throat 
were badly inflamed. The x-ray revealed 
marked increase of linear markings 
throughout both lungs and more marked 
in the hilus region. The gums, throat and 
bronchial sputum were positive for fusi- 
form bacilli and spirochaete. The sputum 
was negative for tubercle bacilli. Results 
were very good from Sodium Bismuth 
Thio-Glycollate treatment given intra- 
muscularly weekly for six weeks. After 
the bismuth injections the tonsils were 
removed and the throat healed readily. 

Case 11: male, age 48. The symptoms 
in this case were hemorrhage, extreme 
nervousness, fatigue and foul breath. A 
few scattered rales were found through- 
out both lungs. An x-ray showed marked 
increase of linear markings throughout 
both lungs. The laboratory findings for 
the throat and bronchial sputum were 
positive for fusiform bacilli and spiro- 
chaete, but negative for tubercle bacilli. 
This case was referred to the family 
doctor and Sodium Bismuth Thio-Gly- 
collate treatment was advised. 

Case 12: male, age 24. His symptoms 
were slight temperature, profuse hemo- 
rrhage, marked fatigue, extreme nervous- 
ness, and cough. The physical findings 
were coarse rales throughout both lungs, 
more marked in the lower portions, other- 
wise apparently normal. In the right lung 
marked increased densities through the 
hilus and intermediate portion were 
shown in the x-ray. Increased linear 
markings with two definitely calcified 
tubercules in the hilus region appeared 
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in the left lung. The gums, throat, and 
bronchial sputum were found positive for 
fusiform baciili and spirochaete. The 
sputum was negative for tubercle bacilli. 


Sodium Bismuth Thio-Glycollate was 
given intramuscularly weekly for six 


doses, producing splendid results. This 
patient continued to work during the 
treatment. 

Case 13: male, age 60. This case 
noticed a rusty sputum for several weeks 
hefore reporting for examination. His 
physical findings were sibilent and sono- 
rous rales over both lung fields. The x- 


ray showed marked increased linear 
shadows throughout both lungs, with 


some irregular shadows indicating some 
dilatation of the bronchi. Throat and 
bronchial sputum were positive for fusi- 
form bacilli and spirochaete. The sputum 
was negative for tuberculosis. Neo- 
Arsphenamin treatment, .3 gram for six 
doses, one each week, was given, produc- 
ing good results. 

Case 14: male, age 48. Symptoms for 
this case were hemorrhage, nervousness, 
and fatigue, also low grade temperature 
in the afternoon. The physical findings 
were sonorous and sibilent rales over the 
greater portion of both lungs. Inspection 
of the x-ray showed scattered calsified 
lesions throughout the lower two thirds 
of both lungs, varying in size from one- 
half to two em in diameter. There were 
also irregular markings throughout the 
entire two-thirds of the lungs. The throat 
and bronchial sputum were found positive 
for fusiform.bacilli and spirochaete. The 
sputum was negative for tubercle bacilli. 
Good results were obtained from arseni- 
cals, given intravenously. 

Hemorrhagic Bronchitis is a condition 
which is contagious and is definitely in- 
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creasing in America, or the condition hag 
been mis-diagnosed heretofore. The diag. 
nosis is relatively simple by a carefy| 
microscopical study of the bronchial) 
sputum with observation and x-ray, 
Special precautions should be observed 
in the collection of the specimens because 
similar organisms are normally found op 
the teeth, at the gum line, and in the 
crypts of the tonsils. Preliminary use of 
the toothbrush, mouth-washes, and gar. 
gles are of vital importance. Bronchial 
spirochaete rapidly disappear from spv- 
tum so that the specimen should be 
examined within one-half hour after jt 
is coughed up. 

It must be borne in mind that a spiro. 
chaete infection may complicate pulmo. 
nary tuberculosis or other lung condi. 
tions. It responds very readily to the 
proper treatment which should be oral 
hygiene directed by a competent dentist, 
clearing up the foci of infection in the 
throat by a nose and throat man, postural 
drainage and some form of bismuth or 
arsinacle treatment, together with gen- 
eral hygenic and dietetic measures to in- 
crease the patient's resistance, 

The seriousness of this condition lies 
in the fact that it resembles tuberculosis 
so closely. The distinction between these 
two conditions cannot be made too care 
fully. If a case of pulmonary tuberev- 
losis is treated with arsenicals and bis- 
muth some harm can be done. At the same 
time, if a case of hemorrhagic bronchitis 
is treated on ordinary lines of pulmonary 
tuberculosis very little result can be ex 
pected. One may be advised to make radi 
‘al changes in the mode of living at great 
expense and discomfort when treatment 
‘an be effected by the physician who 
makes the proper diagnosis. 
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A large, 
and Dairy Farms. Well balanced menus. 

A “Home away from Home,” 
private rooms with bath. 


A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid 
and wholesome entertainment. X-ray and Clinical Laboratory 
Ultra Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
RATES $15.00 to $22.50 A WEEK 
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Owned and operated by Mrs. Florence Barth 
Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 


ASHEVILLE 
NORTH CAROLINA 


“The Land of the Sky’’ 


ELMHURST SANATORIUM 
In the “Land of the Sky” 
ASHEVILLE, NORTH CAROLINA 
Small private sanatorium where individual care is 
given. Graduate nurses in constant attendance. 
Rates $10.00 per week and up 
Mrs. M. L. Howell, Superintendent 


Fairview Cottage Sanitarium 


Overlooking city and mountains. Liberal diets, menu 
system. All types of accommodations. Rates: $12.50 
to $15.00 per week, exclusive of medical care. 


“Write for illustrated booklet” 


ASHEVILLE NORTH CAROLINA 


AMBLER HEIGHTS SANITARIUM 


A modern sanitarium fully equipped for the 
treatment of pulmonary tuberculosis 
Descriptive literature upon request 

Edwina M. Richardson, R. N., Supt. 

ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM 


For the treatment of tuberculosis and chronic 
diseases of the chest. 

Medical Staff: 
Cc. H. Cocke, M.D. 
S. L. Crow, M.D. J. W. Huston, M.D. 

Mrs. W. I. Abernethy, R.N., Superintendent 
ASHEVILLE NORTH CAROLINA 


ST. JOSEPH SANATORIUM 
(Conducted by the Sisters of Mercy) 


Fireproof, steam heat. All rooms have private 
sleeping porches with private or connecting baths. 


Graduate nurses in attendance. 
ASHEVILLE NORTH CAROLINA 


HILLCROFT SANATORIUM 
Biltmore Station, Asheville, N. C. 


For the Treatment of all forms of 
Tuberculosis 


Annie L. Rutherford, R.N., Superintendent 


SUNSET HEIGHTS SANATORIUM 


All rooms with porches, many with private or 
connecting baths. Wonderful view of city and 
mountains. Open to all physicians of Asheville. 


Miss Minnie Gibbs, R. N., Superintendent 
ASHEVILLE NORTH CAROLINA 


SEATTLE 


FREDERICK SLYFIELD, M.D. 


LAUREL BEACH SANATORIUM 


(On the Salt Water Beach) 
A private sanatorium fully equipped for the modern treatment of Chest Diseases....X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 
JOHN E. NELSON, M.D. 


WASHINGTON 


RAYMOND FE. TENNANT, M.D. 


Rev. H. 


LUTHERAN SANATORIUM 


WHEATRIDGE, COLORADO — NEAR DENVER 
A Church Home Fully Equipped for the Modern Diagnosis 
and Treatment of Tuberculosis 


H. Feiertag 
L. W. Frank, M.D. 
A. R. Masten, M.D. 


Superintendent 
Medical Director 
Resident Physician 
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DISEASES OF THE CHEST 


The Treatment of the First Six Months 


of Pulmonary Tuberculosis 


No pousr you have no- 
ticed that I have been as- 
signed the difficult task 
of discussing “The Treat- 
ment of the First Six Months of Pulmo- 
nary Tuberculosis.” 

In order to bring the subject within 
the scope of my experience, I shall take 
the liberty of discussing “The First Six 
Mouths’ Treatment of Pulmonary Tuber- 
culosis.” 

A few decades ago, the treatment was 
relatively simple. The family physician 
understood that an early diagnosis was 
important; but early or late, he was com- 
forted by the fact that the treatment re- 
mained the same. Today, the family 
physician who makes a diagnosis of pul- 
monary tuberculosis faces a most difficult 
task. He is immediately confronted with 
the grave responsibility of determining 
whether the case is minimal, moderately 
advanced, or advanced; whether it is 
acute or chronic; whether predominantly 
unilateral or bilateral. He must also re- 
cognize the presence or absence of cavities 
and, if cavities are present, he must de- 
termine their size and location, the charac- 
ter of their walls, and the condition of 
the surrounding tissues. He must con- 
sider the pleura, and, if possible, deter- 
mine the presence or absence of adhe- 
sions; he mu&St ascertain the position and 
mobility of The diaphragm and the med- 
iastinal structures; he must attempt at 
least a clinical estimate of the vital 
capacity of the lungs; he must appraise 
the cardiovascular system, with particular 
reference to the integrity of the heart 
muscle; he must recognize serious com- 
plications when present, as well as other 
associated pathological conditions. 

These demands require unusual know- 
ledge of the anatomy and physiology of 

*Paper given at the Get-Together Luncheon of The 


Federation of American Sanatorium Association; 
Kansas City, May 12, 1936. 


24 


BY 
LEWIS J. MOORMAN, M. D. 
Oklahoma City, Oklahoma 


the intrathoracic organs: 
an appreciation of the path. 
ology of tubercle from early 
proliferation to cavity for. 
mation ; special skill in physical diagnosis, 
plus the wisdom of clinical experience, 
also fluoroscopic service and good stereo. 
scopic x-ray films. Other laboratory fa. 
cilities and occasionally additional highly 
technical procedures are necessary jn 
certain cases. 

There must be a choice between home 
treatment and institutional treatment, 
In those chosen for institutional treat. 
ment, there must be a choice between 
routine management and surgical col- 
lapse ; in those chosen for surgical collapse 
there must be a choice between artificial 
pneumothorax, intrapleural and_ extra. 
pleural pneumolysis, phrenic-nerve inter: 
ruption or intercostal neurectomy and 
thoracoplasty. Often there must be a de- 
cision with reference to simultaneous 
bilateral or successive bilateral pneumo- 
thorax; also with reference to cautious 
combinations of the various surgical pro- 
cedures mentioned above. 

It is obvious that modern advances in 
the treatment of pulmonary tuberculosis 
have brought a multiplicity of problems. 
It is equally obvious that the family 
physician working alone cannot adequate 
ly meet all the above requirements. Even 
those who specialize in diseases of the 
chest must resort to team work in order 
to accomplish the best results. It is un 
fair to both physician and patient to 
leave the management of pulmonary 
tuberculosis wholly in the hands of the 
family physician. 

While there has heen no change in our 
opinion with reference to the efficacy of 
the fundamental principles of treatment, 
rest, diatetie and hygienic, and while in 
certain cases these principles can still be 
snecessfully applied in the home envirot 
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GRACE LUTHERAN SANATORIUM 
Owned and Operated by For Treatment of Tuberculosis _A high class institution 
The American Lutheran Church SAN ANTONIO, TEXAS Rates very moderate 
| For patients irrespective of 
| denomination or creed Address: Paul F. Hein, D.D., Supt. Accommodations — | 


a non-profitmaking Chicago Fresh Air Hospital 


institution for 


diseases of HOWARD STREET AT WESTERN AVENUE 
heart and where correct care cures 
lungs Rates from $2.00. Herbert W. Gray, M. D............Medical Director 


PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical 
4 treatment of tuberculosis. An especially constructed unit for thoracic 
! surgery. The most recent advances in pneumolysis applied to those 
: cases demanding this branch of intrathoracic surgery. 

| MODERATE RATES 

Descriptive Booklet on Request 

9 Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 

| 1004 Stevens Building Portland, Oregon 


Medical Directors: { 


0 


A modern and thoroughly-equipped institution Medical equipment is complete, with every- 
for the treatment of all forms of tuberculosis. thing used in the present day methods of diagno- 
Beautiful accommodations for patients, includ- sis and treatment. 
ing private suites with glass-enclosed sun parlors. A home-like atmosphere is obtained at all times. 


Chest Clinic and Out-Patient Department, 1018 Mills Building 


HENDRICKS-LAWS SANATORIUM 


EL PASO, TEXAS 
CHAS. M. HENDRICKS and JAS. W. LAWS, Medical Directors 
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ment, modern therapeutic advances, which 
have proved such a boon to those suffer- 
ing from advanced tuberculosis, require 
the equipment and facilities of the sana- 
torium and the hospital. The minimal 
and moderately advanced cases not re- 
sponding to routine management, and all 
advanced cases, require special diagnostic 
consideration in order to determine ap- 
propriate therapeutic measures. With rare 
exceptions, such diagnostic studies can- 
not be successfully pursued in rural com- 
munities. Neither is it possible to apply 
the respective modern therapeutic meas- 
ures outside of the well-ordered institu- 
tion. 
The above discussion makes obvious the 
fact that the difficulties are not only 
professional, but environmental as well. 
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If these difficulties are not overcome 
many of those suffering from tuberculogis 
will be denied the opportunities for rp. 
covery and many, who are not yet obvioys. 
ly tuberculous, will be unnecessarily ex. 
posed to infection. 

In closing may I say the first siy 
months’ treatment, like that of the lag 
six months’, is dependent upon an intel. 
ligent diagnostic survey of the case with 
a view of carefully applying the varie 
modern therapeutic measures in such a 
way as to meet each patient’s individual 
needs. The advantageous application of 
ever-increasing knowledge in the field of 
pulmonary therapy demands _ intensive 
cooperative professional efforts, with in 
creasing emphasis upon the patient’s in 
dividual needs. 


was only half completed. The operation, 
since it has become one more radical in 
character, must of necessity be performed 
in more stages. The operation is more 
radical yet we are still operating on 
chronically ill patients and when ribs are 
removed in their entirety the number 
attacked in each phase of the operation 
should be less. 

Just recently we have made a survey 
of 60 patients operated on by the more rad- 
ical thoracoplasty and were rather sur- 
prised to find a rather large number of 
patent cavities. Only 78.438 per cent of 
patients operated on showed closure of 
cavities with negative sputa. A number of 
these patients operated on in recent 
months may be further benefitted by re- 
operation which will, of course, somewhat 
increase the number of cavity closures. To 
date no routine thoracoplastic operation 
will close all cavities and one has to re- 
operate, selecting one of the various re- 
operative procedures as best suits the 
individual patient. 

In conclusion we wish to state that we 
believe we have shown you a sufficient 
number of x-ray film series to definitely 
establish the value of bilateral pneumo- 
thorax in far advanced bilateral tubercu- 
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losis. The films of the patients who have 
completed their therapy, show pulmonary 
re-expansion and checked by subsequent 
films should be rather interesting. 

We have the present series of films on 
a rather large number of patients operat- 
ed on by thoracoplasty in the presence of 
contralateral pneumothorax and a goodly 
number of these patients have had their 
therapy completed. It is believed that 
if you consider the initial x-ray film on 
many of these patients their prognosis 
as to recovery seems hopeless, yet by 
radical methods applied cautiously, dis 
ease arrest was obtained. 

We have used thoracoplasty almost 
entirely for lung collapse where more 
conservative collapse therapy has failed. 
There has been a trend of conservatism 
throughout our discussion yet we have 
shown you x-ray films demonstrating 
collapse therapy in its most radical form, 
but we believe you will agree that what 
has been done in each patient was neces 
sary to obtain adequate collapse. Ade 
quate collapse should be gained in all 
patients utilizing the simplest and most 
conservative therapy to effect that col 
lapse. 
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The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 


Write for particulars 
. rest and supervised medical care . . An ideal all-year location. 
THE POTTENGER The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 
SANATORIUM 
Close medical supervision. Rates reasonable. 


AND CLINIC 
MONROVIA, CALIFORNIA 


Medical Director 

Medical Director and Chief of Laboratory 
Asst. Physician and Roentgenologist 
Asst. Physician 


F. M. Pottenger, M.D. 

J. E. Pottenger, M.D. 
Leroy T. Petersen, M.D. 
F. M. Pottenger, Jr., M.D. 


Asst. 


THE HOMAN SANATORIUM 
EL PASO, TEXAS 
For the Treatment of Tuberculosis 
Modern Treatment and Equipment 
All Private Rooms and Suites—Excellent Cuisine 


STAFF 


ROBERT B. HOMAN, M.D., Medical Director 

R. H. HOMAN, M.D., Associate Medical Director 

R. B. HOMAN, JR., M.D., Associate Medical Director 
FELIX P. MILLER, M.D., F.A.C.S., Chest Surgery 


Write for Descriptive Booklet 
JOHN C. CRIMEN, Supt. 
The Homan Sanatorium, 

El Paso, Texas. 


ALBUQUERQUE, 
NEW MEXICO 


Southwestern 
Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 
Well Country. Rates $60.00 and $65.00 a Month. 
Rooms with Bath at higher rates. Write for Booklet. 
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SCHWALM, ERICH: Experiences with the Gerson 

Diet in Pulmonary Tuberculosis. Klin. Wochschr, 

p. 1941. 

In the German daily press there have 
appeared statements that by means of the 
Gerson diet the severest cases of pulmo- 
nary tuberculosis have not only greatly 
improved, but have been practically cured. 
On the other hand, in the scientific tuber- 
culosis literature there has been only un- 
favorable mention of the method and its 
results. Schwalm put 20 cases of pulmo- 
nary tuberculosis on the Gerson diet in 
connection with mineralogen and phospho- 
rus cod-liver oil. In some of the cases the 
use of cod-liver oil was omitted in order 
to try out more conclusively the effects of 
the Gerson diet and the mineralogen. As 
a substitute for the phosphorus, cod-liver 
oil reeresal was given. In spite of the fact 
that there was no difficulty in making the 
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diet palatable, in the majority of th 
patients there arose sooner or later a dig. 
inclination, or even a pronounced aversion, 
to the salt-free diet. Schwalm regards this 
as a point of some importance in relatign 
to the use of such a diet for tuberculoys 
patients who frequently suffer from loss of 
appetite. The mineralogen was always up 
willingly taken. From his experience with 
these 20 cases, the author draws the fol. 
lowing conclusions: In no one of the 
twenty cases of pulmonary tuberculosis 
treated by the Gerson diet was any im 
provement of the pulmonary condition 
noted. No objective change could be ob- 
served in these patients that could be 
interpreted in the sense of a detoxication 
or alteration in tone. The weight increase 
fell within the same limits as occurs ordi- 
narily under sanatorium treatment. For 


“Reading time of papers in Diseases of the Chest, 5 to 15 minutes.” 
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Palmer Sanatorium 
ILLINOIS 
A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 
A CONVALESCENT SECTION for non-tuberculous convalescents. 
Circulars on request: Dr. George Thomas Palmer, Medical Director. 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert 
(altitude 2,400) combines best elements of desert 
and mountain climates. ...A sustained reputation 
for satisfaction, both among physicians and 
patients. . . .Send your next patient here, and 
you may be assured of his receiving maximum 
benefit, and of his full gratitude. 


C. E. Atkinson, M.D.................. Medical Director 


ROCKY GLEN SANATORIUM 
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For the Medical and Surgical 
Treatment of Tuberculosis 


DR. LOUIS MARK, Medical Director 
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Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


Graduate Nurses 
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St. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 


The Most Beloved and Famous Institution of the Southwest 
A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED 


MARYKNOLL SANATORIUM 


° 
MONROVIA (Maryknoll Sisters) CALIFORNIA | 
A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the o 
thills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- ) 
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and Rates Robert O. Brown, M. D. SISTERS OF 
on Request Medical Director CHARITY 


When writing please mention DISEASES OF THE CHEST 


the 
dis. 
this 
io 
im- 
ion | 
be 
ion 
ase 
“di- | 
: 
| 
| 
| 
29 


AvuaustT 


the increase in weight, the phosphorus 
cod-liver oil appeared to be of the greatest 
moment, a fact already known in tuber- 
culosis therapy. No advantage on the part 
of the Gerson diet could be shown over the 
usual diet of the German Sanatoria in 
which the vitamines also play a part. The 
author closes with the wise remark that in 
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case of a more extensive trial of the Gem 
son diet, such should be placed in th 
hands of experienced tuberculosis therg 
peutists, who through their many year 
experience in the management of largg 
sanatoria are fitted to make accurate oh 
servation and judgment of the results of 
such treatment. 
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